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2.3 Certification

Provider certifies that: I am (or the business entity named on this form of which I am a pariner, officer or
director is) a qualified provider enrolled with and authorized to participate in the New York State Medical
Assistance Program and in the profession or specialties, if any, required in connection with this claim; the
personis) providing services, care or supplies have the required licensing, certification and training. I have
reviewed this form; I {or the entity) have furnished or caused to be furnished the care. services and supplies
itemized and I or the entity make this claim in accordance with applicable federal and state laws and regulations.
I certify that the services were rendered at the location listed in the "place of service field" and that such location
has been entered on the claim. | HAVE READ THE MEDICAID MANAGEMENT INFORMATION SYSTEMS
PROVIDER MANUAL AS IT RELATES TO THE CLAIM FORM, AND ALL REVISIONS AND UPDATES
THERETO: ALL CLAIMS ARE MADE IN FULL COMPLIANCE WITH THE PERTINENT PROVISIONS
OF THE MANUAL. REVISIONS AND UPDATES; ALL CLAIMS FOR CARE SERVICES AND SUPPLIES
PROVIDED AT THE ORDER OF ANOTHER PROFESSIONAL HAVE TO THE BEST OF MY KNOW-
LEDGE BEEN ORDERED BY THAT PROFESSIONAL IN BONA FIDE COMPLIANCE WITH THE
PROCEDURES SET FORTH IN THE MANUAL, REVISIONS, OR UPDATES AND ALL FEDERAL AND

MADE ARE MEDICALLY NECESSARY FOR THE TREATMENT OF THE NAMED RECIPIEN®
amounts listed are due and, except as noted, no part thereof has been paid by, or to the best of my knt]wN
is payable from any source other than, the Medical Assistance Program: payment of fees made in agffordan®
with established schedules is accepted as payment in full; other than a claim rejected or denie
adjustment, no previous claim for the care, services and supplies itemized has been xllhn*tl-_‘
STATEMENTS MADE HEREON ARE TRUE, ACCURATE AND COMPLETE TO Tt
KNOWLEDGE: NO MATERIAL FACT HAS BEEN OMITTED FROM THIS FORN
THAT PAYMENT AND SATISFACTION OF THIS CLAIM WILL BE FROM FE
LOCAL PUBLIC FUNDS AND THAT I MAY BE PROSECUTED UNDER APPL “DE ;
STATE LAWS FOR ANY FALSE CLAIMS, STATEMENTS OR DOCUMENT, WCEALMENT OF
A MATERIAL FACT; taxes from which the State is exempt are excluded; a  [®rtaining to the care,
services and supplies provided including all records which are necessary togli illy the extent of care,
services and supplies provided to individuals under the New York State ssistance Program will be
mation regarding this claim
and payment therefor shall be promptly furnished upon request toffhe soeral services district or the New
York State Department of Health, the State Medicaid Fraud Contro he Secretary of the Department of
Health and Human Services: there has been compliance with ghe Fe Civil Rights Act of 1964 and with
section 504 of the Federal Rehabilitation Act of 1973, as amagffled; which forbid discrimination on the basis of
race, color, national origin, handicap, age, sex and religiggg e (or the entity agrees) to comply with the
requirements of 42 CFR. Part 4535 relating to disclog rs; the State of New York through its fiscal
agent or otherwise is hereby authorized to (1) make a comrections to this claim to enable its automated
processing subject to reversal by provider, and (2) acd e claim data on this form as original evidence of
care, services and supplies furnished.

By making this claim I understand and agreg
rules, regulations, policies, standards, fee
Human Services, the New York St
Department, including Medicaid g
of the Department or any other la

STATE LAWS AND REGULATIONS. ALL CARE. SERVICES, AND SUPPLIES FOR WHICH {Tl..»*x[.‘»’ITD

fy or.the entity) shall be subject to and bound by all laws,
avprocedures of the United States Department of Health and
gent of Health (Department) and other publications of the
ormation System Provider Manuals and other official bulletins
lation, policy, procedures of any other state agency which governs
the provision of or billing for care, ices or supplies which are reimbursed under the Medical Assistance
Program for the State of New Yok Dinderstand and agree that 1 (or the entity) shall be subject to and shall
accept, subject to due process gfflaw, any determinations pursuant to sald rules, regulations, policies, standards,
fee codes and procedures, including, but not limited to, any duly made determination affecting my (or the
entity's) past, presen ure status in.the Medicaid program and/or imposing any duly considered sanction
or penalty. 1 furlyr Qgffiyhat [ have complied with the billing requirements of the United States Department
of Health and ¥ ices and the Department including but not limited to the following: If I am billing
as an indivi /Wer (individual practitioner or business entity which is not required to enroll as a group),
I certify that e, services or supplies were provided by me except in situations where care, services or

=

supplies ided: (a) under a locum tenens agreement or (b) by a physician’s assistant or certified social
work = u®der my supervision, and that my provider identification number is being used on the claim

If I am required to bill as a group provider, I certify that the care, services or supplies were provided
pup, that the provider identification number of the group is being used on the claim for payment, and
provider identification number of the individual who provided the service has been entered on the claim.

understand that my signature on the face hereof incorporates the above certifications and attests to their truth.
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